BEING READY TO DELIVER GOOD CARE                                                                  161
clency for trauma patients has not been optimal owing to the system's reliance on "absolute" triage; directing virtually every injured patient to a trauma center to minimize undertriage resulted in a 35 to 40 percent overtriage rate (McArdle et al., 1990). Kane and colleagues (1985) found in a systematic assessment of optimal components of trauma triage tools that no one tool or set of components could successfully identify at the same time a large proportion of those patients who needed trauma center care and those who did not.
Triage decisions can be based on various criteria that relate to physiologic disturbances (e.g., altered level of consciousness, cyanosis, respiratory distress), anatomic disturbances (e.g., facial burns, penetrating thoracic wounds), or the origin of the disturbance (e.g., specific mechanisms of injury such as a fall from more than 15 feet or signs of a specific illness such as meningitis) (California EMS-C Project, 1989; ACS, 1990; Emerman et al., 1991). Such variables can be dealt with singly or in combinations (e.g., with checklists).
More complex, formal scales that summarize several factors are also used to triage patients. Most relate directly to trauma, some to illness, and most are based on adult experience. In applying these measures to children, several factors must be taken into account: the effect on the variables and on the scoring criteria of differences between adults and children in physiologic response to illness and injury; the neurologic and psychological development level of a child (e.g., assessment of very young children cannot rely on a variable such as verbal response); and tendencies for EMS personnel not to collect complete data on pediatric patients (e.g., blood pressures for very young children).
Some groups have developed child-specific trauma scores—for example, the Pediatric Trauma Score (Tepas et al., 1987; Tepas, 1989), the Children's Trauma Tool (Kitchen and Haubner, 1989), and the Triage-Revised Trauma Score (Eichelberger et al., 1989b)—although all need additional reliability and validity testing insofar as field triage is concerned. Adequate scoring systems specifically for field triage for pediatric illness have not yet been developed; some experts believe, therefore, that a criteria-based approach (as mentioned just above) is the most feasible at the moment (Gioia et al., 1989). The Maryland EMS-C Project (1992) is attempting to address the triage of illness as well as injury with a new scoring system—the Pediatric Severity Assessment Tool (PSAT)—intended to be suitable for use by prehospital, ED, and primary care personnel. The PSAT appears promising, but further testing and evaluation are needed to confirm its usefulness.
Emerman and colleagues (1991) argue that trauma systems might do better to educate prehospital personnel in recognizing when a patient should be transported to a trauma center (e.g., "patients with evidence of physiologic derangement, penetrating truncal injuries or ... more than a trivialures, for instance, bag-valve-mask ventilation and peripheral and central venous cannulation. Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
